Bacterial infections of the urinary tract (UTI) are a common problem in women. General practitioners have reported encounter rates of from eight to 17 per thousand registered patients.1"3 Surveys for asymptomatic UTI have estimated prevalence rates of 5-10% in populations of sexually active women.4 Despite the common nature of the problem, there remain gaps in our knowledge about it. From the epidemiological standpoint, the abrupt rise in frequency during late adolesence and early adulthood has been ascribed to sexual activity.5 Both Asscher and Rocha have concluded that race has no significant effect on prevalence rates,6 7 although Bailey has noted a high rate in Maori women.4 Increasing age seems associated with increased risk, independent of sexual activity and parity.6 Kunin has stated that neither the use of oral contraceptives nor different modes of menstrual hygiene "appear to affect the frequency of bacteriuria. "8 A chance observation in the practice at the Hotel Dieu Family Medicine Centre of Queen's University raised the possibility of a seasonal fluctuation in the frequency of UTI, with a peaking in the summer. This possibility was strengthened by similar findings in a one year study in Denmark.9 In contrast, peak rates in children have been reported to occur in the winter in both England '°and Table 1 shows population attending the centre during each study year. Although the survey is limited to female patients, this table provides data on male patients to give a more complete picture of the practice. The age/sex distribution of the attending population remained quite consistent over the three years, despite a steady growth in size.
After exclusion of patients whose initial visit was before 1 July 1976, there were 660 episodes reported and correctly coded as UTI. Seven patient files could not be located, so the final sample consisted of 653 episodes. Urine culture reports were included in the records of 578 of these episodes; 239 of these cultures were reported as positive. Table 2 shows the rate of culture positive episodes of UTI in the female attending population. Since there were so few culture positive episodes in those aged under 15, all further analyses were limited to those 212 episodes occurring in women aged 15 or more. The mean annual rate of culture positive UTI was 21 -0 per 1000 attending in this age group. Ninety eight per cent of these episodes were symptomatic.
These 212 episodes occurred in 198 women. Seven women had two discrete episodes during the period surveyed, while three patients had three episodes. These repetitive episodes might have effected the hypothesis under study in only three instances. One (September 1976 and July 1977 respectively). The expected and observed monthly frequencies of culture positive episodes were determined (fig 1) . Although there were sporadic peaks in the frequency, there were also consistent systematic peaks in the warmer season of each of the three years. A comparison of the expected and observed quarterly encounter rates (fig 2) showed a consistent, cyclic, and systematic pattern over the survey period with peak rates being achieved in the third calendar quarter of each year.
The three year patient count, totalled by month, again showed a peaking of episodes in the warmer months (fig 3) . The two patients with repeat episodes in the same month were counted only once each. Edward's test for cyclic variation14 was applied to these latter data and showed a statistically significant peaking in August (p<0.025).
Physicians ordered urine cultures in 88-5% of the 579 reported episodes in women aged 15 the practice, or a combination of these. There is no information with which the seasonality of symptom severity can be assessed, but evidence indicated that there was no effect from patients seeking other care because of delays in our practice. Thus these results probably reflect accurately the frequency of symptomatic bacterial UTI in women in this practice population. Several reasons can be postulated for this seasonality in UTI: the hotter weather may induce relative dehydration which, in turn, may lead to more concentrated urine and less frequent voiding; swimming in natural (and potentially contaminated) bodies of water is most frequent in the third quarter; the hot weather may lead to a moisture perineum which could facilitate bacterial transfer from the rectum to the urethra. The incidence of urinary cystitis in women cannot, however, be discussed without consideration of the role of sexual intercourse.
Interestingly, there have been several reports of peak rates of sexually transmitted disease (STD) occurring at the same time of year. The incidence of gonorrhea is higher in Canada in the summer."5 Peak rates for other STD, including gonorrhea, nonspecific urethritis, and genital scabies have been reported to occur at the same time in Scotland, Germany, and the United States." '-8 It is tempting to suggest that the seasonal and coincidental fluctuations in the incidence of both UTI and STD are related to a higher frequency of sexual intercourse during the third calendar quarter. Association of the seasonal pattern of UTI with sexual activity would also explain the difference between the summer peaking in adults and the winter peaking described in children.10
The probability of a simultaneous peaking in UTI and sexual activity is re-enforced by other evidence as well. 
